MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH E63-033319
DEPARTMENT ©F PUBLIC HEALTH AND WELFARE _
Registration District No.g_i{,_ —~—Primary Registration District Np..?;..a_s_‘_- —Regittrar’s Neo. __S{ ﬁ_ ‘Q‘m i STATE FILE NUMBER

2. USUAL RESIDENCE (Where deceased (lved. If institution: Residence before

- J .
2. COUNTY s T. c H ARLES a. STATE Ma- b. COUNTY ST- cHARLﬁj‘ admissian)

b. CITY {if outside corporate limits, give TOWNSMIP anly) Langth of stay in"1b c. CITY tnside Limits

OR OR
oW ST, € HARLES 1% HAs o ST, C HARLES Yo gl NoO
[ L%;P“’?ATE OF [If NCT in hospital, give location) Inside Limits d. ASITJ%EREETSS {1t evtzide, give location) Reside on Form

msn‘ruﬂonT 'J@EPH'J HQSP vad NoQ 00k WESTADAMJ Yes O No Jf

DO NOT WRITE
ON THIS STUB AMENDED

V5 300
Rev, 4/59

109 2}
209 a%

3 3. NAME OF DECEASED First Middle _Last 4. DATE Month Day Yoar

) {Type or print) My OF
, JoHn Hewngy WALTER | om  Ave. &7 1963
5- SEX _ 6. COLOR OR RACE 7. Married Never Married (1 8. DATE OF BIRTH | 7- AGE {last birthday) [IF UNDER T YEAR | IF UNDER 24 HR

W Widowed Divorced [ IS'D‘C, ,HJ 7 0 Months | Days Hours ] Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (City and state or countty) | 12. CITIZEN OF WHAT COUNTRY
during most of working Iifo aven if, retired) ’

AIL CARMIER PosT Crsice ST bovs ., Me VJIA

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4, NAME OF HUSBAND OR WIFE

Jonn Heary WacTER SARAH dv.ssmsn Logene S. WaLTER
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 17. INFORMANT Address
(Yes, no, or unknown) ‘(lf yes, give war or dates of

YES W | LoRENE § WAc.-reg ,, SI.C&ARLEE\ Mo, -
N AU O T i WAS CACSED oY for . B, and '"ﬁ%’éx‘?«tnﬂ‘é"fﬁ;‘
IMMEDIATE CAUSE (3) W—d-ﬁ Qn/d/! /2 AES
/N
Conditions, i any, DUE TO (1) M‘&Cd‘ i Z %’l’»d&/‘” (%@/ J ) / / WS

which.qasve rise 1o 1

DATE AMENDED

DOCUMENT

above cauwe ({a).
stating the undaer-
tying cause last.

DUE TO {c}

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but pot related .t 1I1¢ terminal PART |II. If deceased was fomals  waes
* disease condition given in.PART | (a) I there a pregnancy in-last-20 deys.

]Dm[ DNolljUnknowra

19, WAS AUTOPSY 202, ACCgENT SUI%DE HOMEIICIDE 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1 of item 18.}

PERFOQ),
YES 0 D

20c, TIME OF Hour Month, Day, Yesr
INJURY a.m.
p.m. .
20d. INJURY OCCURRED 20a. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
'WHILE AT WORK [ farm, factory, strast, office bidg., etc.)
NOT WHILE AT WORK ]

21, | lﬂanded the . deceased ﬁmn__b_M/ o, g 27/é 3 -nd.lnl taw m.hv& on g/;a?/éb-;

// ‘ol & P m on tha date stated sbove, and to the best of my knuwledue. fmrn the cavses slated,

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

"MEDICAL CERTIFICATION

Death occurrad. at

| ﬂa%‘{y ] ‘ / / {Degrese or mlew,‘ : 22b, ADDRESS. @&4‘ /50 jT/\GNED

Z3a. BURIAL, CREMATION, [ 23b. DATE h 23c. NAME OF. CEMETERY OR-CREMATORY | 23d LOCATION (Cﬂy,’mwn, or county} T (State)

ffm”:sp""’" 131 Ave, 1963 .CHARLES G ARDENS ST. CaaRes Mo
24. FUNERAL -DIRECTOR ADDRESS 25 DATE RECD. BY LOCAL REG. ?/w“ SIGN.‘TURE
PRinsTeR-Bave EH. ST.CuaRcES, Mo, [eeq "30=1Fb3\ Talnnrs s

{Licansed Embalmer's thm‘m on Reversw Sldn)

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

| hereby cerfify that the body whose name is recorded on the reverse si_de of this certificate was embalmed by me,

or by . ' Student Embalmer No.

working under my personal supervision.

Student : - Signed M" /rb« M

Signaturs of Student Embalmer

- o A _ Licensed Embalmer No W60 7
- P. 0. Address 8 . %ﬂ’}, Won-.- -

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.
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